Discussion
The subconscious stimulus of this patient by motile yellow petals juxtaposed with the lesser movement ofwaves was sufficient to evoke intermittent reactions which were experienced as involuntary events when recumbent and alone. These would interrupt random thoughts or even an ordinary flow of thought. A connection between the visual cortex of the brain and the pleasure centre in the hypothalamus is conjectural. The acuteness of the instantaneous enumeration of 10 000 suggests an element of idiot savant.
Shakespeare twice refers to daffodils in one publication. In the first, '0 Proserpina For the flower now that frighted Thou let'st fall For Dis's wagon! daffodils That come before the swallow dares and take The winds of March with beauty" And in the second, 'When daffodils begin to peer?
Herrick" in a poem refers to, 'Faire daffodils we weep to see You haste away so soon'.
However, in neither is a psychological effect induced by the daffodils in the observer.
Conclusion
This appears to be the first report in the literature of an intermittent psychosis induced by motion, colour and light. No treatment appears indicated due to the minor nature of the affliction but the prognosis must be guarded. Prudence would dictate avoidance of similar untoward exposures. hats. A case control study was conducted among 160 matched pairs of subjects. No association was observed between history of sunlight exposure and senile cataract. However, independent of sunlight exposure, the cases with nuclear cataract reported a more severe acute skin response upon exposure to sunlight for the first time in summer (a severe burn with blistering) than did their age and sex matched controls (McNemar Odds Ratio (OR)= 1.73, 95% confidence interval: 1.03 -2.91). In addition, independent of sunlight exposure the male controls reported a greater average, lifetime use of head coverings in summer which shaded their eyes from the sun than did their age and sexmatched cases(McNemar OR=O.48,95%CI : 0.25-0.94).
Wojno et al: 2 in their studies concluded that wearing eye glasses seem to reduce the degree of nuclear sclerotic lens changes. At this stage it may be a little premature to conclude that there is no association between sunlight and cataract. Based on the present evidence especially the Iowa study, we cannot totally reject the association between sunlight exposure and cataract. Only future in depth epidemiological studies with perfect study designs will be able to throw light on this enigma. I have seen many patients with abdominal pain who do not fit into accepted disease classifications. They can be discharged without help or one can shoehorn them into one classification or another. If they then refuse to improve they can be dismissed as neurotic, especially since the majority of the patients are young and female. Alternatively, one can consider the diagnosis of abdominal wall pain.
I recognize the largest subgroup as those with pain arising in the lateral edge of the rectus sheath, another group whose pain is lower (inguinal, perhaps extending into the adductors of the thigh) and a disparate group of others who may have pain arising in other abdominal wall muscles or their musculo-tendinous intersections.
I have successfully treated many patients with MarcainlDepo-Medrone. Other useful modes of therapy include Ultrasound, simple physiotherapy and explanation of the muscle Golgi apparatus to the patient. If the patient can apply conscious brain power to relaxation ofthe affected muscle(s) immediate and repeatable relief is available.
I have seen the occasional patient with intraabdominal pathology presenting with abdominal wall pain and this could be highly dangerous. I like Mr Gallegos's phrase 'provided that the clinical picture suggested no other course of action'. To prevent disasters perhaps the diagnosis should only be made by surgeons.
Surgeons in all specialties should consider the possibility of pain arising in the abdominal wall. Since we all accept that a back pain can be musculotendinous in origin can we not also accept that a front pain could arise in the abdominal wall? It is interesting that only 26% of the patients were given a splint and 11% a steroid injection, whereas over a third (37%) were given 're-assurance'. Is one to assume that those given 're-assurance' did not have symptoms warranting any treatment? After all, the article did state that 'all patients had sought the attention of their general practitioners for this condition'. One would certainly not like to think that patients whose symptoms were severe enough to take them to their doctor were denied an effective treatment which could easily be supplied by their GP.
M C T MORRISON FRCS Consultant Orthopaedic Surgeon

*The author replies below:
I would like to thank Mr Morrison for his comments concerning my paper. The results of treatment for carpal tunnel syndrome are outlined in Table 2 . As
MrMorrison points out, only two-thirds of the patients were offered treatment. While this was generally effective, it did not entirely cure symptoms except when a carpal tunnel decompression had been performed. Indeed, the patients treated with diuretics had a relatively mild improvement in their symptoms, and in most patients their symptoms had returned within three weeks of treatment. Perhaps the reluctance of general practitioners to offer 'effective' treatment to these women rests on their understanding that the condition is self-limiting, and that treatment (short of surgery) is relatively ineffective. J WAND Queen Mary's University Hospital London
Italian psychiatric care May I please add a little to Caparrotta's interesting paper on this subject (August 1989 JRSM, p 452)? During a study tour of the Royal College of Psychiatrists to Italy in May 1988 1 we were told that mentally abnormal people who committed trivial offences and who would before the passing of Law 180 in 1978 have been admitted to ordinary mental hospitals were being taken instead to Italy's five forensic hospitals, under the organization of the Minister of Justice, where the patient population had increased by up to a thousand per hospital.
We were told too that of another avenue into which psychiatric patients might travel-suicide -there was press silence and that only 'legal doctors' knew the rate but at least one Italian psychiatrist thought it was increasing.
On the other hand we heard that whereas before 1978 psychiatry had depended on public charity, psychiatric patients and staff having been secondclass citizens, the Law had integrated psychiatry into the National Health Serivce. Inflammatory bowel disease and chronic diffuse hair loss I was interested to see the case report from Schattner and Shanon on Crohn's ileocolitis presenting as chronic diffuse hair loss (May 1989 JRSM, p 303). I have recently seen a 42-year-old female with ulcerative colitis, whose first symptom was a long period of diffuse hair loss.
For six months prior to her first attack of ulcerative colitis at the age of 40, she had noticed generalized increased shedding of hair. At this time she had no bowel symptoms, was haematologically and biochemically normal and was not taking any drug associated with hair loss. After the development of bowel symptoms, ulcerative colitis was confirmed by biopsy and barium enema. She was treated with Colifoam. and mesalazine and, in the subsequent period of remission the hair loss ceased.
After remaining well for 18 months, in which treatment with mesalazine was continued, she suffered a further attack of ulcerative colitis. Once again, she noticed a period of diffuse hair loss prior to the relapse and when she was quite well in all other ways.
There are no reports in the literature of hair loss associated with ulcerative colitis. Alopecia has been reported in association with treatment with sulphasalazine-, but not with mesalazine.
Each of these two attacks of ulcerative colitis was preceded by a period of chronic diffuse hair loss. Hair loss may be a more common manifestation of inflammatory bowel disease than has been appreciated in the past. J MARLEY
General Practitioner
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